Introduction {#Sec1}
============

The overarching goal of preconception care is to provide health promotion, screening, and interventions for the more than 62 million women of childbearing age \[[@CR1]\] to reduce risk factors that might affect future pregnancies \[[@CR2]--[@CR4]\]. As elsewhere in this supplement, preconception care is defined as a set of interventions that aim to identify and modify biomedical, behavioral, and social risks to a woman\'s health or pregnancy outcome through prevention and management, emphasizing those factors which must be acted on before conception or early in pregnancy to have maximal impact. It includes care before a first pregnancy or between pregnancies (commonly known as interconception or internatal care) \[[@CR5]\], and care that would typically be delivered in primary care settings \[[@CR4]\].

Health professional leaders and professional organizations' guidelines have called for improvements in preconception care for more than 20 years \[[@CR4], [@CR6]--[@CR9]\]. and several reviews of the literature have assessed the evidence for specific interventions and documented their effectiveness \[[@CR10], [@CR11]\]. Without changes in financing, however, it appears unlikely that the nation will improve its preconception health and, thereby, improve the health of women, their children, and their families. Since federal and state policies are important drivers of health care financing, this paper provides suggestions on how policymakers can improve financing for preconception care \[[@CR12]\].

Although many observers have suggested that providers would deliver more preconception care if they could bill payers for the service \[[@CR13]\], a closer look at the situation suggests that more complex changes in women\'s health care financing may be necessary to support widespread use of preconception care. Affordability of care is a major concern for many women \[[@CR14]\]. Many women lack basic health coverage, particularly non-pregnant, low-income women who do not meet of Medicaid\'s low income eligibility levels \[[@CR15]\]. Securing private insurance coverage for additional preventive services may require more and better evidence about the effectiveness of interventions \[[@CR4]\]. Other barriers to financing are more mechanical. Financing is required for an ongoing care process over a period of years and across the lifespan, not a single visit. Billing mechanisms and codes need refinement; in addition, cost-benefit analyses, and ongoing alignment with newly emerging approaches to care will also be required \[[@CR16]\].

**Improving health coverage for women of childbearing age** {#Sec2}
-----------------------------------------------------------

Financial barriers to health care access are widespread in the United States, with many low-income individuals having no or inadequate health coverage. The Kaiser Family Foundation's, Women\'s Health Survey \[[@CR17]\] does not focus on preconception care, but some of its results are relevant to understanding barriers to women\'s health care. Among women of childbearing age (18 to 44 years) 30 percent reported that they delayed or went without care because of cost. Moreover, 21% of women of all non-elderly women (18 to 64 years) in the survey reported that they did not fill a prescription for medication because of cost, including 40% of uninsured women \[[@CR17]\].

### Uninsured women {#Sec3}

Millions of Americans live without health coverage. Nearly 17 million American women are uninsured \[[@CR17]\]. One-third of low income women (with income less than 200 percent of the federal poverty level), half of women with disabilities, and 18 percent of all non-elderly women were uninsured in 2003 \[[@CR18]\]. Younger women were more likely than older women to be uninsured. Hispanic, Asian, and Black women were more likely than non-Hispanic white women to be uninsured, reflecting their income and employment status patterns (i.e., more likely to have incomes below 200 percent of poverty and less likely to be employed in jobs that offer health insurance) \[[@CR17]\]. Moreover, recent data indicate that women are more likely to lose coverage than men. Between 2002 and 2003, nearly 900,000 women ages 18 to 64 became uninsured, compared to 600,000 men (53 and 47 percent, respectively). Such losses are attributed primarily to welfare reform policies and employer-based coverage trends \[[@CR19]\].

Data for 2002--2003 reveal that the percentage of women ages 18--64 who were uninsured varies substantially, ranging from 30 percent in Texas to 8 percent in Minnesota. The proportion of uninsured low-income adult women shows similar variation, ranging from more than 50 percent in Texas to less than 25 percent in Massachusetts, Minnesota, Tennessee, and Wisconsin. Although to some extent these differences reflect Medicaid eligibility policy, the state-to-state variations also reflect employment patterns. For example, Minnesota had the highest percentage of adult women with private coverage and a fairly low proportion of women covered by Medicaid (83 percent and 8 percent, respectively). In contrast in Tennessee (under policies in effect at that time), 17 percent of adult women were Medicaid beneficiaries and only 70 percent had private coverage \[[@CR20]\].

Women who are young, single, working part-time, or unemployed are most likely to uninsured. These factors are reflected in an age gradient, the percent of uninsured women ranging from 22 percent among 18 to 24 year olds, 21 percent among 25 to 34 year olds, 19 percent among 35 to 44 year olds, and 13 percent among 45 to 54 year olds (Fig. [1](#Fig1){ref-type="fig"}). Moreover, women ages 25--44 accounted for more than half (53 percent) of all uninsured women under age 65 \[[@CR17]\]. Fig. 1Percent of Non-Elderly U.S. Women who are Unisured, By Age, 2004

Medicaid as a source of coverage for women\'s health and PCC {#Sec4}
============================================================

Medicaid is effective in improving access to health care for low income women. Medicaid coverage affords women access to essential preventive, primary, and reproductive health care services, thereby allowing them to reduce unintended pregnancy, choose the number and spacing of their pregnancies and, when desired, to plan a healthy birth \[[@CR21]\]. Medicaid plays a particularly important role in financing ambulatory care for women of childbearing age \[[@CR22]\]. While Medicaid coverage and enrollment for women declined during the mid-1990s as a result of changes in health and welfare policies, Medicaid demonstration waiver projects are now being used by some states expand to access to health care for women of childbearing age.

Under current Federal and State policies, Medicaid is the primary mechanism for extending health coverage for low-income, uninsured women. In 2003, 12 percent of all women of childbearing age (15--44 years) and 37 percent of poor women in that age group relied on Medicaid for health care coverage. Because nearly two-thirds (63 percent) of the women covered by Medicaid are of childbearing age (19--44 years), the program\'s performance is related to preconception care access and to the outcomes of pregnancy \[[@CR17]\].

Federal and state policies together define eligibility rules for Medicaid. Data from the Centers for Medicare and Medicaid Services (CMS) for female beneficiaries in the year 2000 indicate that 26 percent became eligible because they were pregnant and had low income, while 42 percent had welfare/poverty-linked eligibility \[[@CR23]\]. Federal law requires that states extend Medicaid eligibility to pregnant women with income below 133 percent of the federal poverty level (FPL) and many states exceed this level. No similar protections exist for non-pregnant women. As of July 2004, income eligibility thresholds, mainly parents with dependent children, ranged from 19 percent of FPL in Alabama to 275 percent FPL in Connecticut. Other women were enrolled because they are over age 65 and had below poverty income; this is a national policy that does not vary by state. Many other low income women do not, however, qualify for Medicaid because they do not have children under age 18, are not over age 65, or are undocumented. In addition, Medicaid managed care arrangements have had an impact on the source of services for women in their childbearing years \[[@CR24]\].

Some States have used waiver authority to expand Medicaid coverage to low income, uninsured adults -- particularly the parents of children with publicly subsidized coverage. Parents in low-income families may be covered under so-called Section 1931 expansions, which do not require a waiver. More than 40 states and the District of Columbia provide Medicaid coverage to low-income parents through this option. The majority extend short-term coverage to unemployed parents, while other states extend coverage to parents with incomes to 50, 100, or 199 percent FPL, without regard to employment status. Washington State is one state that has used this option to large effect, extending eligibility to 200 percent FPL.

In nearly half of states, special waivers include a focus on adults and may have positive impact on coverage for low-income women of childbearing age. Three types of waivers are of particular importance here: (1) comprehensive waivers broadly designed to cover uninsured adults and make changes to benefits and cost sharing; (2) Health Insurance Flexibility and Accountability (HIFA) waivers, and (3) so-called "family planning" waivers \[[@CR25]\]. All three types are authorized under Section 1115 of Medicaid and must be budget neutral. Each type of 1115 requires that states apply for and receive approval by the federal Centers for Medicare and Medicaid Services (CMS).

*Comprehensive and HIFA waivers designed to increase health coverage among low-income adults* {#Sec5}
---------------------------------------------------------------------------------------------

Nine states offer Medicaid coverage to low-income parents through Section 1115 waivers. All of these nine states extend coverage to families with incomes at or about 100 percent FPL. Again, some states extend coverage only to unemployed parents, whereas others extend coverage to parents with incomes to 50, 100, or 199 percent FPL, without regard to employment status. Minnesota\'s waiver extends coverage up to 275 percent FPL \[[@CR26]\].

At the beginning of 2006, 11 states had active HIFA waivers, with the primary goal being to encourage new state approaches that increase the number of low-income individuals with health insurance coverage within current-level Medicaid and SCHIP resources \[[@CR26]\]. Some of these (e.g., Maine and Michigan) extend coverage only to childless adults. More target the expansions to low-income parents with children enrolled in publicly subsidized coverage (e.g., Arizona, California, Illinois). Still other states sought a waiver for more general expansion of adult coverage.

With enactment of the Deficit Reduction Act of 2005 (DRA), states have increased flexibility to extend coverage, structure alternative benefit packages, and adopt premium and cost sharing requirements without a federal waiver. The DRA creates the potential for states to expand coverage to additional low-income adults, and some states (e.g., Kentucky, West Virginia) are considering expansions to parents of children with Medicaid or other publicly subsidized coverage under the State Children\'s Health Insurance Program (SCHIP). Such expansions may use limited benefit packages.

*Family planning and interconception care waivers* {#Sec6}
--------------------------------------------------

States have received federal approval for Medicaid waivers programs that offer coverage to low-income women for family planning and reproductive health services. In 2001, nine state programs served 1.7 million women, and recent studies documented cost savings, reductions of unintended pregnancies, and improved use of family planning services in states with these programs \[[@CR27]\]. By February 2005, 21 states had created such family planning waivers.

In recent years, 21 states have developed special programs to expand family planning services to women who do not otherwise qualify for Medicaid. Some states offer coverage to women who lose coverage after the birth of a baby or starting a job, while others offer family planning coverage based on income status to men and/or women \[[@CR28]\].

Of review of 15 state family planning waivers prepared for the National Association of State Medicaid Directors (NASMD) found that core services covered were comprehensive health history and physical examination including appropriate laboratory testing, health education and counseling, approved birth control methods and supplies, and infertility services. Some states provide coverage for services that may be considered preconception care, such as screening for nutrition, folic acid intake, alcohol and tobacco use, genetic conditions, rubella serostatus, domestic violence, and other health risks \[[@CR29]\].

An evaluation prepared for CMS of family planning waiver projects in six states found that they resulted in significant savings to both the Federal and State governments, as well as some evidence for expanded geographic availability of services and measurable reductions in unintended pregnancy \[[@CR30]\]. This is true, despite the fact that the federal government matches state family planning expenditures at 90/10 for each dollar spent. Greater potential savings and prevention, however, could result if States offered coverage for more comprehensive risk screening, health promotion, and interventions leading toward higher levels of preconception wellness. This would require an extension of states waiver authority aimed at coverage of preconception and interconception care.

Public financing to improve access to primary care {#Sec7}
==================================================

Preconception care is part of a continuum of women\'s health services, typically provided in the context of well-woman visits or integral to chronic care management \[[@CR31]--[@CR33]\]. Most components of preconception care can be embedded in the process of primary and preventive care, rather than an isolated visit \[[@CR34], [@CR35]\]. Integration of preconception components into primary care can better serve women across the lifespan and at varying levels of risk \[[@CR36], [@CR37]\]. Primary care integrates a variety of health promotion, prevention, and acute care services to address a majority of personal health care needs and common health problems in a community setting \[[@CR38]\]. It also may include screening for and ongoing management of chronic conditions in a primary care setting.

National survey data for 2004 indicate that 75 percent of U.S. women ages 18 to 44 had a health care visit in the past year, and most women of reproductive age obtain preventive health services in any given year \[[@CR17]\], offering opportunities for clinicians to deliver preconception care. More than half (55 percent) of women had obstetrician/gynecologist visits in the past year. Notably, however, one-third to one-half of women have more than one primary care providers (generally a family physician or internal medicine physician, and an obstetrician/gynecologist) \[[@CR14]\]. Some research indicates that having both a reproductive health provider and a primary care provider may increase utilization of clinical preventive services \[[@CR39]\].

Having a usual or routine source of care (i.e., a place or provider they usually go when they need health care) is one indicator of health care access and a predictor of certain health behaviors \[[@CR40]\]. Women who have a usual source of care are more likely to receive preventive care, to receive continuous care, and to have lower health care costs \[[@CR14]\]. As with health coverage, the percentage of women reporting a usual source of care increases with age. Based on detailed survey data from 2002--03, the proportion of women with a usual source of care was 82 percent for ages 18--24, 86 percent for ages 25--34, and 91 percent for ages 35--44 \[[@CR17]\]. Proportions also varied by race and ethnicity, with Hispanic women most likely to report no usual source of care. Non-Hispanic Black women were more likely to use a clinic and Non-Hispanic White women more likely to use a physician office as their routine source of care.

These data suggest that publicly subsidized clinics such as community health centers and other federally qualified health centers (FQHCs) might be used to increase access to preconception care among low-income and uninsured women. Community health centers---local, non-profit, community-owned health clinics---serve more than 15 million people in 3,600 low-income, medically underserved, urban and rural communities. Health centers are an important source of primary care for millions of low-income and uninsured women. Nearly 30 percent of all patients are women of childbearing age, and health centers provided prenatal care to over 330,000 women in 2003 \[[@CR41]\]. Their patients account for one out of every 10 U.S. births \[[@CR42]\]. Research on health centers shows that patients have less infant mortality and low birthweight \[[@CR43]\], fewer health disparities \[[@CR44]\], improved care for chronic conditions \[[@CR42]\], and improved access to primary and preventive care \[[@CR45]\]. A study of four states clinics suggests that FQHCs may be an important source of reproductive health services to reduce unintended pregnancies and teen births \[[@CR46]\].

Among FQHCs, the Health Disparities Collaboratives Initiative is underway to improve the quality of primary care delivered, and over 600 FQHCs have participated \[[@CR47]\]. This quality improvement model is tailored to fit with the staffing and patient patterns of FQHC and is supported by a partnership among community clinics, federal agencies, and national professional organizations. The Health Disparities Collaboratives started with a Chronic Diseases Care Model for quality improvement \[[@CR48]\], but now are developing a Primary Health Care model and integrating with the Perinatal Care Collaboratives and other efforts \[[@CR49]\].

Health centers receive about one-quarter of their total revenue from direct federal grants. Their single largest source of support is Medicaid, representing more than one-third of total revenues. Patients self-payments, other insurance, and large amounts of non-federal grants and contracts make up most of the remainder of health center funding \[[@CR41]\]. Thus, federal and state fiscal decisions, in Medicaid and other health program appropriations, affect the fiscal well-being of FQHCs.

Financing public health programs and projects {#Sec8}
=============================================

Existing public health programs serve millions of women each year. Preconception interventions can be incorporated into these existing programs targeted to reach women at highest risk \[[@CR50]\]. Two program examples illustrate the potential, as well as the funding gaps.

The federal Family Planning program is authorized under Title X of the Public Health Service Act. Created in 1970, the Title X program is the only Federal program solely dedicated to family planning and reproductive health with a mandate to provide a broad range of voluntary, affordable, and effective family planning methods and services. The program is particularly designed to provide family planning services to low-income women, many of whom are uninsured and who would have no other source of care. The program provides funds to approximately 4,500 of the estimated 7,000 family planning clinics in the United States and provides reproductive health services to approximately 6.5 million persons each year \[[@CR27]\]. Title X-funded clinics provide family planning education, contraceptives, and pregnancy tests; however, many do not offer more comprehensive risk screening and reproductive health promotion and reproductive life planning \[[@CR51]\]. If Title X funding had been increased at the rate of inflation from its FY 1980 funding level, it would have been funded at over \$590 million in FY 2002 \[[@CR52], [@CR53]\]. Federal funding was set at only \$288 million for FY 2005 \[[@CR54]\]. Without additional funding, it seems unlikely that Title X clinics will obtain the financial and staff resources to add components of preconception care \[[@CR55]\].

Federal and State public health programs funded by the Title V Maternal and Child Health Services Block Grant have the flexibility to give priority to preconception health and offer support for demonstration projects and evaluations of prevention programs. Authorized under Title V of the 1935 Social Security Act, this program provides block grants to states to improve the health of all women, children, youth and families. Title V funding is an important source of funding for infrastructure building, population-based services, enabling services, and direct health care services. Preconception care is a priority area for some state Title V programs and is being monitored with performance measures in additional states \[[@CR51]\]. Many state Title V agencies have preconception or interconception projects underway or in the design phase, but most of these operate on a small scale or are targeted only to a special population such as teens. Opportunities exist to use Title V block grant and special project funds more broadly to fund related needs assessment, community-based prevention projects, health education, or preconception care for women. Without additional funding, however, it seems unlikely that new priorities will be adopted and new programs implemented by federal or state Title V-funded entities. As part of an overall funding cut for domestic discretionary programs, Congress reduced FY 2006 funding for the Title V program from \$724 million to \$700 million \[[@CR56]\].

Although the federally funded Healthy Start projects have interconception health activities, these projects located in communities with high infant mortality have opportunities to offer more systematic pre/interconception screening, health promotion, and interventions. Healthy Start grantees are required to include interconception care activities as part of their overall project. Such activities might include linkage to local providers, tracking postpartum visits, providing case management services, and/or directly provide interconception services \[[@CR57]\]. Because Healthy Start funding is linked to Title V funding overall, resources for more extensive or systematic efforts are limited.

Public health programs funded through the Centers for Disease Control and Prevention (CDC), particularly those offering screening and related services for sexually transmitted diseases and HIV/AIDS also could do more to provide preconception risk assessment and health promotion. Such programs targeted to high risk women are not, however, substitutes for access to primary care and health care coverage.

Conclusions {#Sec9}
===========

Public health policy can be correlated to women\'s health outcomes \[[@CR58]\]. Three major policy and finance directions are proposed by this review paper. To increase access to care among women of childbearing age, the federal and state governments have opportunities to improve health care coverage, increase the supply of publicly subsidized health clinics, and encourage delivery of preconception screening and interventions in the context of public health programs. First and foremost, state and federal policymakers might increase health coverage for low-income women of childbearing age through Medicaid policy changes and waivers. Although health coverage in and of itself may not change health behaviors and health care utilization \[[@CR59]\], having access--financial and geographic--to a provider can be seen as threshold requirements for improved health care utilization and delivery of preconception care. A second opportunity is to continue to increase support for community health centers and other federally qualified health centers in medically underserved communities. Last, but not least, policymakers might give greater attention to financing for health promotion and prevention programs, particularly programs such as Title X and Title V which focus on services to women of childbearing age \[[@CR60]--[@CR62]\].
